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Senator Carol A, Roessler and

Representative Suzanne Jeskewitz, Co-chairpersons
Joint Legislative Audit Committee

State Capitol

Madison, Wisconsin 53702

Dear Senator Roessler and Representatwe ] eskewatz:

As required by 1999 Wisconsin Act 9, the Leglslatwe Audit Bureau contracted with The
Lewin Group, Inc., to conduct an evaluation of the Family Care Pilot program. The program
is a restructuring of Wisconsin’s long-term.care systcm for the. alderiy, the physically disabled,
and the developmentally disabled. This draft report is the fourth.in a series prepared under the
terms of the contract. The first three Lewin reports, 1ssued in 20{}0 2001, and 2002, focused
on state and county-level implementation of the statutery provisions of the program, including
the operation of Resource Centers (which operate in nine counties) and Care Management
Organizations (which operate in five of the counties with Resource Centers) This draft report
cxaxmnes the eazly outcomes a:ad cost—effectweness of the progrmn

To ensure the I,.eglslature s txmely cenmderat;on of thzs report as. the T omt Comxmttec on Finance
deliberates the 2003-05 biennial budget, we are adopting a report release schedule that varies
from our standard protocol. The first three reports were reviewed by the Department of Health
and Family Services before release, as is typical of our standard audit process. The Lewin Group
did not, however, complete its final report within the time frame required by our contract. As a
result, this draft report has not been fully reviewed by this office or the Department of Health and
Family Services. We intend to work with the Department and the contractor and expect to release
the final Lewin report within the next several weeks, following the Department’s review and
discussion of this draft. The findings in this draft repart are sub;ect to change dependmg on the
outcome of the exit process.

We note that the data that were analyzed reflect activity in the Family Care program for the
period December 2000 through June 2001. This time period was selected to ensure that at least
90 percent of claims for the most critical services provided under Family Care had been
recognized in the Department’s data systems, thereby allowing a more complete identification

of the costs. During this time period, the counties of Fond du Lac, La Crosse, Portage, and
Milwaukee were operating both Resource Centers and Care Management Organizations; the later
start date for the Richland County Care Management Organization precluded its inclusion in this
study.




Senator Carol A. Roessler and
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May 1, 2003

A summary of the icey ﬁndmgs developed by The. Lewin (}roup in the draft repott is enclosed.
I ho;:e you find t}ns mformatmn usefui Please contact me w1th your questions

Smcerely, :

G

Janice Mueller .
State Auditor

JMIKW/bm -

cer Members, Eomt Com:fmttee on Aucht
. Members, Joint Committee on Finance
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FAMILY CARE PILOT PROGRAM
Family Care was created in 1999 Wisconsin Act 9 as a redesign of the State’s long-term care
system. The program, which is administered by the Department of Health and Family Services,
is currently operating as a pilot program in nine counties. Its: goals include eliminating problems
related to long-term care, such as a perceived bias toward institutional care, and streamlining a
fragmented array of funding streams for services. The Family Care model creates two new
community organizations: Resource Centers to provide “one-stop shopping™ for information and
assistance for the elderly and the physically and developmentally disabled, and Care
Management Organizations (CMOs) to help arrange and manage services for those determined
eligible for program services. The program also uses managed care principles; including
capitated payments, in an effort to help control costs. ' '

In fiscal year 2001-02, payments to CMOs totaled $100.2 million and the cost of operating the
Resource Centers totaled $4.8 million; Family Care enrollment in August 2002 was 6,500.
Services covered by the Family Care capitated payment include residential services, personal
care, home health and therapy services, adult day care, and supportive employment services;
hospital care and physician care are not provided in the Family Care benefit, but are received
on a fee-for-service basis under Medicaid. The capitated payments that are made to the CMO
for each participant reflect actual expenditures and vary by county. For the most recent period
in the Lewin analysis, monthly capitation payments ranged from $1,610 in Milwaukee County
to $2,407 in Portage County; the average across the four counties in the analysis was $1,885.

Access to Services

Wait lists were eliminated in the five CMO counties by the end of 2002. The report notes that
the wait lists in the remainder of the state continued to grow. The CMO counties first enrolled
Community Options Program (COP) and other waiver program participants, then enrolled
individuals on the wait lists for those programs.

The level of Resource Center information and outreach services in the counties can be measured
in terms of contacts per 1,000 county population. From 2001 to 2002, the average number of
monthly contacts increased for all nine Resource Centers. With the exception of Portage County,
which has more than twice the contact rate of any of the counties, the Resource Centers in all
five CMO counties experienced growth in contacts for information and assistance.

Enrollment in Family Care’s five CMOs exceeded budgeted levels by 12 percent in

December 2002, and the demographics for program participants changed between December 2000
and December 2002, showing slight percentage increases in enrollees who were elderly, and in
younger individuals with physical disabilities. As the CMOs direct their outreach efforts to nursing
facilities, and as the general population ages, Lewin suggests that the elderly may constitute an
even larger proportion of Family Care enrollment than the 76 percent in December 2002.

Lewin examined how the use of and expenditures for services changed with the implementation
of Family Care in the CMO counties, as well as how service use and expenditures changed in the
remainder of the state, where COP and the other waiver programs serving the target populations
continued to operate. In the CMO counties, average monthly expenditures per person increased
from $2,002 to $2,510, or 25.0 percent. In the remainder of the state, expenditures increased




from $2,160 to $2,396, or 11.0:percent. Of the three services for which average monthly
expenditures are highest statewide—personal care, residential services, and drugs—only
expenditures for drugs increased at a'slower rate inthe CMO counties than in the remainder -
of the state: the increase was 10.6: percent in the CMO csuntxes cotnpared to 16. 9 perccnt
elsewhere. e G . R

Quahty of‘ Life a:nd Qnallty of Care

" The Depaﬂment has developed an mterwew tool to:assess program partxclpams percepnons
of the program. The Department has conducted interviews with eare managets and randomly
selected Family Care program participants, and with participants in other waiver programs,
addressing quality of life issues affected by-the programs. In:a comparison of the interview .
results from Family Care with those from the other waiver programs, Lewin notes.that the -
Famxly Care resuits are hlgher than those for the other waxver programs in three broad areas:

. choace and self-detennmauen, mciudmg falmess pnvacy, chmce in-one’s daﬂy routme,
and sausfactzon with' serv;ces, - S _

. commumty mtagratxon, mcludmg choeszng where and with'whom to hve, particzpatmg in
 'the life of the community, and remammg cennected 0 mfozmai support networks and

e health and safety, including freedom from abuse and negiect attamment of the best
’ possﬂ:ale health anci contznu;ty and sacunty in one’s life. :

Lewin also: cempared the incidence of ﬁve traditional indicators of qual:ty of care for CMO
enrollees with the incidence of those indicators in- the remainder of the state. There was no -
significant difference between the two groups in the use of hospitals or emergency rooms, the
diagnosis of decubitis ulcers, or the incidence of death. However, Family Care enrollees entered
nursing facilities at about one-half the rate of individuals in the remainder of the state.

Expenditures

Lewin compared spending levels before and during the Family Care pilot program peried in the
Family Care counties, in a matched “comparison” county for each Family Care county, and in
the remainder of the state. It found increases in all three areas, but total spending increased more
in the CMO counties than in their comparison counties. For example, in Portage County, total
spending for Family Care enrollees increased 19 percent, compared to 16 percent in Pierce
County. Expenditures in La Crosse County increased 31 percent, compared to 24 percent in
Manitowoc County. However, Lewin notes that the difference in the rates of increase is
statistically significant only when the expenditure increase for all CMO members is compared
with the expenditure increase for the remainder of the state.

Lewin also used capitated payments to the CMOs as a measure of the cost of Family Care and
examined the difference between pre-Family Care expenditures and the capitated payments.
Spending increases were significantly smaller for individuals who moved from a waiver program
to Family Care than for individuals in comparison counties or the remainder of the state who

-




received traditional waiver services. It should be noted, however, that the capitated payments.

were less than total spending in three of the CMO-counties. For example, while total average .

monthly spending in‘La Crosse County was: $2,412 under Family Care, the capitated payment
to La Crosse was $1,744. The average monthly capitation-to the five CMOs was $1,885, while
Lewin identified $2,510 in average monthly expenditures. e

In developing its comparison of expenditures under Family Care to expenditures associated with
care in nursing facilities, Lewin noted anumber of caveats. In particular, more data on the costs

of services provided to-each enrollee are available for Family Care participants than for individuals
in nursing facilities, and data on the functional status of individuals.are collected using a-different
methodology in Family Care—the functional screen—thanin.a nursing facility. Lewin, however,
selected comparable functional measures forthe Family Care participants and nursing facility
residents and used the Medicaid per diem payment for nursing facilities to calculate a monthly
payment for nursing facility care. . . O S

Lewin also adjusted the nursing facility Medicaid per diem payment to reflect the average
number of days that an individual receives services in 2 nursing home and the Medicaid spend-
down provisions that result in nursing facility residents paying for a portion of their care. When
this adjusted per diem rate was compared with the monthly capitation rate under Family Care,
Lewin found the nursing facility payment was 2 percent higher than the CMO capitation. The
average Medicaid per diem payment in the nursing facility was $1,929, and the CMO capitated
payment was $1,885 for the period Lewin reviewed.

These findings are contained in a draft report from The Lewin Group dated May.1, 2003. The
Legislative Audit Bureau intends to work with the Department and Lewin to review and discuss
the draft. The findings in this report are subject to change depending on the outcome of that exit
process. We expect to release the final Lewin report in the next several weeks.. .~ .

seskilesk
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DRAFT Program Overview

L PROGRAM OVERVIEW

an attempt 1o control escalating costs. -

The Governior and Legislature authorized the Department of Health and Family Services (DHFS) in 1998
to pilot the Family Care Program in a limited number of counties. Fond du Lac, Portage, La Crosse and
Milwaukee Counties (age 60 and over) began operating RCs in 1998 and implementing Family Care
CMOs during CY 2000, while Richland began its CMO in 2001 Jackson, Kenosha, Marathon and
Trempealeau are currently piloting the RCs. The goals of Family Care include:

* Giving people better choices about where they live and what kinds of services and supports they
get to meet their needs.

* Improving access to services,

* Improving quality through a focus on health and social outcomes,

*  Creating a cost-effective System for the future.

If the program achieves its goals, the new long-term care system will provide elderly and adult
individuals with physical or developmental disabilities with greater access to flexible services that
promote independence and facilitate a higher quality of life. _ : :

QO ™Lewin Group :

#326291




DRAFT Overview-af

i OVERVIEW OF THE EVALUATION

This is the second to the last report in Thé Lewin Group’s evaluation of Family Care. This evaluation
involved three distinct parts: 1) an implementation process evaluation, which focused on documenting
how the Family Care Program was implemented in the five full model pilot counties; 2) an outcome
analysisthat assesses the system and individual level outcomes of Family Care; and 3) a cost-
effectiveness study that serves the interests of the State and may provide an initial basis for the Center for
Medicare and Medicaid Services” (CMS) independent review requirements. . '

Lewin Evaluation Reports

:'_ ImplementanonEvaiuation}’rocessUpdateReportI —NovemberEO{}{) B
— implefﬁeﬁ;_aiii;ﬁ--Eva_iuaticn P-rq_:éc'ess Update Report I - August 2601

"“Implementation Evaluation Process Update Report Tl - December 2002 |

7 e .Oatgo_r}_tes and Cost-Effectiveness Evaluation Report
1+ Coribined linplementation Process, Outcomes and Cost-Effectiveness Evaluation '_
Report — May 2003 ' 1

This report constitutes the Qufcome and Cost-Effectiveness Evaluation Report. The information in this
report provides some preliminary indications of the results of the Family Care program. It is important to
note that the data available for the pre- post- comparison for this report generally reflect only the first year
of the program’s implementation, and as a result does not capture the ultimate impact of the program.
[Exhibit I1-1 indicates that several milestones have-occurred following the primary period of analysis for

this report, including full entitlement: In‘addition, our prior implementati on reports indicated that the

CMOs were focused on start-up issues and were not yet able to fully realize the potential advantages of

the new care management structures and other aspects of the program during this period. Tmpacts of the
program would not be expected to be realized until three to four years following start-up, and the data for

an analysis of this timeframe would be available four to five years after start-up, or 2004-05. In addition,
ultimate impacts, particularly on nursing home use, may not be realized for some time to come. The final

report in May 2003 will provide an update on implementation progress.

A, Phasel

The primary activity during Phase I of the evaluation was (o monitor and assess the process of

implementation of the Family Care Program in the five counties that implemented both components of the
ons (CMOs). The process

Family Care model — Resource Centers (RCs) and Care Management Organizati
evaluation of implementation examined program organization, service delivery, context, and other key
data elements to assess the effectiveness of implementation and identify lessons that can assist in
replicating the program in other parts of Wisconsin, as well as in other states. The process evaluation also

provides contextual basis for this report.

O "Lewmn GrROUP
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Exhibit 1I-1
Family Care Timeline
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The Lewin Group began conducting Phase I of the evaluation in F ebruary 2000. The first Implementation
Process Report submitted to the Governor and the Legislature on November 1, 2000 (found at
http://www.legis.state.wi.us/Iab/Reports/OO—OFamCaretear.htm) involved the establishment of baseline
information on the major structural features of the program, as well as a preliminary assessment of
procedural and structural program information. The second Implementation Process Report provided an
update (found at http:/fwww legis.state. wi.us/ Iab/’ReportstI—OFamilyC&re.htm). The third report offered
a bridge to the outcomes and cost-effectiveness evaluation phase (Phase IT) as we began to assess
implications related to program outcomes while continuing to monitor program implementation, and
primanily reflected progress as of May 2002.

B. Phase li

A fidelity measure was developed 1o assess the level of program stability and formed the outcome and
cost-effectiveness evaluation phase. We expect the measure to evolve as implementation continues to
mature and the pilot counties reach greater program stability. The outcome phase documented in this
report examines the extent to which the program met overall goals of Family Care. These goals,
referenced on the Family Care web-site’, include:

* Giving people better choices about where they live and what kinds of services and supports they
get to meet their needs.

* Improving access to services.

s Improving quality through a focus on health and social outcomes,

*  Creating a cost-effective system for the future.

In addition to the program outcome assessment, Phase Il involved a cost-effectiveness study to assess the
extent to which program benefits Justify program costs. This cost assessment includes both quantitative
and qualitative data and incorporates, to the extent possible, the viewpoints of all the major stakeholders
involved in Family Care, including program participants, the State, the CMOs and RCs, as well as the
general public not involved directly in Family Care. Analyses include both present and future estimates of
costs and benefits. Additionally, in accordance with the legislative requirements for the evaluation, the
cost-effectiveness portion of this study inchudes a comparison between Family Care and nursing facilities.
This assessment yielded aggregated comparisons at the program and facility levels, controlling for the
case mix of consumers served.

Available gt http:!/www.dhfs.state.wi.us/i,TCare.’Generalir:fo/WhatisFC.htm. Accessed November 20, 2002,

O "Lewin Group 4
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H.  METHODOLOGY

This report focuses on the outcome and cost-effectiveness analyses which required selection of
comparison groups, development of analysis files, and measurement of selected program oufcomes and
costs, A

A. Compar_is__.on Groupsfor F_ar'n__ily C_at_'e CMO Members

A critical component in the analysis is the'use of 2 comparison group for Family Care. Determining the
effect of Family Care requires a counter-factual, i.e. what would have happened in the absence of the

program? This requires outcomes for a period or.group of individuals not enrolled in a CMO to compare
to the outcomes for individuals enrolled inaCMO. . S : SRR

Family Care was imiplemented county-wide in those counties that developed a CMO. In Wisconsin, the
counties manage the home and community-based care system. While the state requires sorme aspects of
the process 10 be standard (e.g., level of care determinations use uniform assessments), to the extent that
counties wish to invest their own funds, they have broad latitude regarding the number of recipients and
the amount of spending per recipi This variation makes comparisons to non-Family Care counties
Chéngnéﬁﬁg_u ._“ﬂ___";. YR R R ER T

lowing implementation. W 'éﬂiﬁnmmp.afed;?has.e.chaﬁg_@s,to'-clhang'ﬁ‘smmn'g:cbmpaﬁsen groups. This
combined pre-post and comparison group non-cxperimental design is called a difference-in-difference
(DID) anaiys;s The simple differenéeén'»'di'ffﬁréﬁcé estimator _isﬁ;z"e;pre'seﬁ-téd_by: the following formula;

- DID = (Post®™ . pretemo) _ (Post™™ - o™y ©

- where Post™™ and Pre®™ are the outcomes and costs for Family Care CMO, and Post™®™ and Preco™ are
the corresponding outcomes and costs in the.comparison areas. The DID technique provides simple,
consistent, non-parametric estimates of the relationship between demonstration and comparison sites.
Using information for the comparison group in‘both the pre-and: post-perieds; as well as for the pre-period
demonstration group allows us to effectively deal with the selectivity issue (i.e., by using'a DID approach
and focusing on change over time rather than absohite levels, we control for bias generated by the sites
included in the Family Care versus the comparison sites). e ST S ST

The reseérch team, in collaboration with The Legislative Audit Bureau and DHFS, pursued two -
Comparison groups. IR e .

1. Matched Non-Family Care Counties - For each of the four CMO counties included in the analysis,
we identified comparison ceunties that have similar community long-term care systerns o
characteristics to the GMO'ccuxitie_s (Exhibit HI-1). Data availability dictated an analysis time_frame

the system and reimburserment changes as a result of Family Care, holding constant the “generosity”
of the county prior to the program. The matched counties were chosen based on similarity for four
main criteria related to the combination of COP-W, CIP I and COP-R. These criteria focus on the
elderly and non-elderly adults with physical disabilities which constitute two-thirds of the CMO
enrollment in Fond du Lac, La Crosse, and Portage. The criteria included:

Q ™LewiN Group 3
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e Service spending per capita for the county;
e Service recipient per 1,000 county residents;

o Service spending perrecipient, and "

« The p'ércént of Spenéihg for alternative residential care.

f size, urban area, and minority population.
em measures. For the Milwaukee
¥ County. Similar information

There are no counties comparable to Milwaukee in terms ©
Rock County was selected as the closestin terms of long-term care syst
specific analyses, we compared to the popuiation_'ag'e 60 and older in Roc
for MR/DD services by county was not available for ourianalysis. . .

nd Seleéi_ed".Ch'arat:teristié_é of County Matches
ity-Based Waivers (COP-W/CIP I/COP-R)

Matched Comparison Counties a
_for Medicaid Home and Comm

L . 1897 Service | 1997 Percent of
2000 ‘ 1997 Service l Recipients per | 1997 Service Spending for
; i

Population | Spending per | 1,000 County - Spending per Alternative
{in 1,000s) i Capifa Rsidems Recipient | Residential Care

R £ ¥
IO 3 i

we L | $28.2 35 14
Rock | 1523 . |. $3045 1 34 - | 98952 24.7%
Entire State | /5,363.7. . ° T$2254 |29 ] "$7,685 | 25.1%

Source: 1999 Legislative Audit Bureau report entit
Programs” and Wisconsin WVedicaid statistics webpage.

1 “An Evaluation: Community Options

com_és would be driven-in part by the selection of the comparison county.
hing did net capture what makes one long-term care system similar to
' Veffect of Family Care. As a result, a sample of

DHFS raised concerns that out
Specifically, if the criteria for matc
another, then the results would not.capture the incrementa
the remainder of the state was also pursued. i

3. A Sample of the Remainder of the State — A random sample of individuals receiving Medicaid
home and community-based waiver services in counties other than Fond du Lac, 1.a Crosse,
Milwaukee, Portage and Richland was drawn.? The random sample approach has the advantage of

diversifying the comparison area and precluding the possibility. of selecting a county that Jooks well-
matched on paper but a poor match for other reasons. The random sample approach, however, does
not account for.any fandamental differences between the CMO counties and the rest of the state in the
number of potentially eligible individuals served, the funding level per recipient, and the range of

services available.

2 Richland was excluded because it began operating its CMO during the post-period for the analysis.

QO ™Lewm Group
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We note that the use of a differencerin_—diﬁ’erence approach mitigates some of the concern about the
random sample versus the matched county approach and that by examining both of these comparisons, we
were able to determine whether the chosen comparison site made a difference in the analysis.

In ad&it_i{m to the DID analyses, :the_ é}xt}iq:jz_il_ljgiggi;slatiéﬁ..fgif.:t_h_js eﬁé}ﬁéﬁen specified comparing Family
Care recipients with comparable individuals being served in nursing facilities. To fulfill this requirement,
we examined Medicaid-funded nursing facility residents in the Family Care counties during December

2000. Exhibit I11-2 provides information about nursing facilities in the CMO counties,

_ Exhibit lll-2

. Nursing Facility

Information for CMO Counties

‘Fonddulac | CBB3 o B R o He35 L T g
La Crosse. L5400 1 7 1,050 ] 884
Milwaukee 4921 55 ~ B73B 6,532
Portage . 20 T 2 0309 257
| Total S e 244 N © 10,530 8,482

Source:  Medicaid residents as of December. 2000 from Wisconsin Department of Health and Family

. Services, website accessed June BL 2000, 0 o i o

http:/fww.dhfs.state.wi.us/l\dedicaidI/ca:seload/intro.htm‘ Nursing home characteristics from
www.Medicare. gov Nursing Home Compare databage, e : -

The analyses of those in institutions exclude individuals 'w_h__o_ qualify for Fém'_ﬂy'f'(:éx'é_:ﬁése'd:én a .
developmenta disability because: 1) we did not have access 10 a similar electronic functional stafus

Exhibit 111-3 _
ICF-MRs in CMO Counties Serving Individuals
with D.evelopm_entai_f)isabi_li_t__igs _

‘Number of

| Average Daily

County ICF-MRs Census
Fond du Lac 2 79
La Crosse 1 52 47
Portage 0 0 0
Seuree:  Wisconsin Nursing Home Directory, 2000. Data based on a survey of
facilities,

B. Data Analysis

The data for the outcome and cost-effectiveness analyses included a number of sources to capture the
range of outcomes and relevant individual characteristics. Most of the data sources constitute
administrative data Systems used for payment and reporting purposes. In working with administrative
data, it is important to be cognizant that data are only as complete and reliable as the incentives to enter it.
This means that fields that affect payment tend to be the most reliable. Required fields not used for
payment determination that include intellj gent edits to prevent poor data entry would be the next most

Q ™Lewm Group 7
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reliable. Required fields without edits would be expected to be completed but may not include reliable
data. Optional fields would be cxpc;cted to have the most missing data.

Exhibit I11-4 summarizes the key characteristics of the data sources used in the analyses for this report.
The analyses primarily focused on the change from just prior to the implementation of Family Care
{October 1999 10 March 2000) compared to the first half of the first full calendar year of operation
(January 2001 to June 2001) for: '

e The first four CMO counties (Fond du Lac, La Crosse, Milwaukee, and Portage);
¢ Matched comparison counties :(W_aupa_c:a,,Mamto_\#Qc, Rock, and Pierce); and

» Asample of the remainder of the state. . _
o o In adchtmn, mdw;duals reszdm g :'in a nursmg h(;me in -C_f:M'O: counties in -De'c_emberQOO(} were
“oalsoexamineds o o T e s : .

Data availability. dictated the analysis timeframe. A request for data was made in January 2002 for data
through the endof June 2001. This time period was necessary due to the time lag between service
provision and when a claim is entered and recognized into the data systems (particularly MMIS). DHFS
provided information regarding lag factors associated with different types of services in the MMIS. We
used a goal of capturing 90 percent of claims for the most critical services {inpatient, prescription drugs,
home health, personal care, and therapies). Among these services, inpatient hospital had the longest time
period to capture close to 90 percent ~- 89.16 percent at eight months following the service date. Working
eight months backwards from February 2002, established June 2001 as the last month for the analysis and
requiring six months of experience in the CMO brought us t0 December 2000 for the analysis samples.
This also limited the analyses to the four initial CMO counties. '

O ™Lewm Group

#326291




HOLOTEH

dNO¥D NIN T, )

SPUNQI 7 usamiag spoylom
it sacuarorp fuosuredos

1007 0arepm
10/11-10/$ :T pry

jou xo voerd ur spoddns

sanpoadsiod 1gwmsuos
oL JoW SSWONNO H] IYISYM suIMLEep

AmqiBre 10 A1essaoou 323141
PUCAaqg pepIoos: UOHBILIOIUL ON

00/T1

- PUB 66/Z1 01180801

‘[BroiAByaq ‘Justnreduy
feuonony ‘sorgdesdowscy

ATdA0 15007 18 ‘pajqustp AfjeorsAyd puw Aptapre
107 A[enuue 15e0] 12 SusaIns peseg-radeg

03 sIo8eURw 2180 110t pus syzediored ool

10] PIRPUR]S POYSIIqRISS ON I0/1-00/T i puy | pue ot o 10w Leltilee i Tgl d1) % d0OD PUL SIqaws gim smaratau] SWOMN) Jaquiaiy
wauLredun

Jeuonouny sjopduroou; sesouderp sisjeue Joy dnoin jotueFenepy SUsaINg

U0 08 UOTRUIULINIP ‘Krofares Lpqesip Y1 Aq pajoensge sopdwres ‘(i 107 81004 onnAp 1RHONROUN,T (1(]

PR (JO0) urerdorg
suondo Humumon

aumm ssoroe Apngesedumon

U] 10/01 U1 paseq-qom

01 J011d 130195 0t JO SuOISIaA
THRIIIP A1jUd 30011 poseq-qam
AO0U puR poIus Yajeq AfpenTay

00/Z1 01389507

SasOLSRIP ((I(T ‘AufIqestp
[eatsAyd “‘Aprapyo)
A1080180 KNp1qesIp
‘{erotaRyeq ‘Juournedun
feuonoun ‘somderfowacy

. emsual pentine
- 15E9] J2 pue A1q18ips ennu 10] sroussios
S AEnoo payias AqQ parsjue TONRELIOU]

HIIOG

[euonoung (H17)
arey une)-Zuo

yuptfed H0] LOIEIISSRIO SOy
Sled1pay pue Sunodor 10y pasp).

00/T1 01 18380

1B101ARYaq usuLiedury
feuonouny ‘seryderSouacy

sjeAlagut payyiocods 2 Anuo
1 Ltyrogy Swsmu £q poiojus UOHEULIOTU]

(Saw)
189S BrR(] Wy
Apoe g Suremyy

. { Jaetjoms

181 81007382 Apa1y e1mp
smdesfowsp ‘paunioyrad supae
0u ‘sagtales 10 juswded anp
1ou ‘sasodmnd uopenou0oa:

% Buniodes 107 paspy

10/9 91 66/L

SIqUAT (N

SE [[3M $B ‘SJUBI[D JoATe M
VIN PUE 00 SUTSU0osipm
107 B3RP 1800 pug

UoHRWLIOIUT JustiAed % asn 001AIDS

JoIus Oste SO ({1S) Buiary aanproddng
JO UOISIANCT o1t Aq pauteymfew pus saouady

apupopy
(S1/1) moddng

WI2)-3U0T (SYSH)
wra)sAg funroday

$90IALDS UBUINY

sjuain)

SUPO i W2)SAS poseq yuawideg |

- 10/9.91 66/L,
SURIFIML Y,

590108 E1EQ SSEUBAFOST-IS0D pue
. - Pl ngiyxg

_PIRopaly ‘sotqdesdomocy.
h Pas[} uopvouy Aoy _

‘sa01ATs ‘soryderfowaey

satem SEOH Jo wed jou
SOITALRS DT PUP $301A108
9583 DINOE PIEOIPAA

103 Swrpupds % asn

pue ‘sasouBerp ‘ofe1a00

- P2880004d pue siopraoad £q papruqus SR

Eoﬁso wo__mwzw_._..uwmﬂm:o Koy

- Aunop £q Appuont parejus HOLRULION]

: $30170 £1LMO0G [e100g
e siup) uoddng stwousog £q ponwgns

- BIRp WSS (STYVY) uoddng snwowosg
 Pue juswAorduoay S0} eouelsssy juany uo
Peseq Afenueis parajue Apqifyg ‘sag Aq

(SIAIW)
WsYsAg vonBULO Uy

juaurafzunpy

FuBHAME ] WSy

PLESIDATY

ABojoporyapy

LAVIQ




DRAFT Methodology

1. Samples and Analysis Files

The need to abstract level of care screens for the pre-period in the Family Care CMO counties, the pre-
and post-period for the comparison areas, and the resources available for the abstracting, precluded using
the universe of individuals for the analyses. DHFS contracted with The Management Group (TMG) to
abstract nearly 4,000 screens for approximately 2,800 individuals. The Lewin Group developed two
Access input forms — one for the COP screens for the elderly and those with physical disabilities, and one
for the screens for those with developmental disabilities. Exhibit II1-5 outlines the sampling strategy,
including:

o A stratified random sample of 600 HCBS waiver recipients based on the proportion who were
elderly, non-ciderly adults who had physical disabilities and adults who had MR/DD in the CMO
counties as of December 2000. Tobe able to capture a subset of new enrollees rolled over from
the waiver, one-half received Medicaid personal care option, waiver, nursing facility or ICF-MR
services during 1999, In addition to the 300 with data in both December 1999 and December
2000, an additional 300 in December 1999 were included. This meant that one-half were also new
enrollees. The 600 individuals represent about four percent of all target group waiver participants
in the remainder of the state during December 2000. :

e For Fond du Lac, La Crosse and Portage, all target group waiver recipients from December 1999,

e For Milwaukee, a target of 400 waiver recipients age 60 and over in December 1999.'.Were
sampled, half of which enrolled in the CMO in December 2000. The 400 individuals represent
approximately 16 percent of elderly waiver participants in Milwaukee during December 2000.

e For the matched comparison counties of Waupaca, Manitowoe, Rock, and Pierce, all target group
waiver recipients in both time periods. : S

Those screens completed closest to December 1999 and December 2000 were sought for the elderly and
the physically disabled because these groups are supposed to be screened at least annually. Only one
screen was sought for individuals with developmental disabilities because screens are required only every
fourth year. TMG successfully abstracted screens and we were able to match MMIS and HSRS data for
approximately 80 percent of the sample. The remaining 20 percent represent either: 1) elderly or those
with physical disabilities who were missing one or both screens, 2) individuals with DD who did not have
a screen available, or 3) anyone lacking spending data. Because only one screen was sought for those with
DD, a higher percentage of the sample was obtained for this group (95 percent) compared fo the elderly
and those with physical disabilities (75 percent). The differences in the final sample proportion by target
group was adjusted for in the analyses by developing weights based on the ori ginal proportions.

Q) 7Lewm Group 10
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DRAFT Methodology

Samples for Level of Care Abstracting Among those in Pre- and Post-Period
ere Elderly o Developments
ot ) Blog » s JET O

304 L) SiEs 411111 41 (318 Ye %

Fonddulac Lo g G ek A0 e 309 309

La.Crosse ] 302 feoooo o A8 T T 453 ... 453

Manitowoc 7 T A74 -4 174 | . 79 253. 426

Milwaukee (elderly only) | 7363”7 198 | . - 392 590

Pierce o 4 49 | 76 125 174

Portage 142 103 ' 245 245

Rock 252 252 1 38 250 542

Waupaca 82 82 77 159 238

Family Care CMO Co. 1,035 198 364 1,399 1,597

Statewide Sample 433 438 182 162 600 1,195
Total 1,085 1,154 364 432 2,787 3,932 _]

Note:  Family Care CMO counties are the subtotal for Fond du lac, La Crosse, Milwaukee, and Portage. The
Statewide sample for the elderty and physically disabled include 39 individuals also in the matched
comparison counties. The totals for elderly and physically disabled do not double count the 39 mdividuals
mcluded in both the statewide and comparison county samples.

C. Caveats and Limitations
The analyses presented in this report are subject to 2 number of caveats and limitations.

*  Time period for analysis - As noted earlier, the period for analyses was early in the
implementation of the CMOs and as a result reflect only initial outcomes of the program. Given
the major start-np activities that had to be accomplished, impacts of the program would not be
expected to be realized until three to four years following start-up, and the data for an analysis of
this timeframe would be four to five vears after start-up, or 2004-05. In addition, ultimate
impacts, particularly on nursing home use, may not be realized for some time to come.

* Data reliability - Also, as noted earlier, ihe'primary data sources for the analyses were
administrative files that can be subject to data entry error and misreporting, particularly if
payment is not dependent upon the reported data. However, we focused on those items that would

made by DHFS, we did not examine units from the HSRS data).

* Lack of Medicare claims data — The analyses do not include Medicare data for individuals who

Medicaid paid a portion of the bill (i.e., deductibles and copayments) and may not fully capture
use and certainly does not reflect total spending for dua) eli gibles. Although, to the extent that
readers are interested only in the state’s lLiability, the spending information does capture state
benefit payments. In order 1o obtain the Medicare data, a special request to the Centers for

QO "Lewm Group 1
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Medicare and Medicaid Services (CMS) would have had to been submitted and the timeframe for
completion the analysis did not permit submission of such a request.

.+ Comparability of measures: for institutional and community settings — In the cost-.

| effectiveness analyses of CMO members and nursing facility residents, both the functional -
- jmpairment measures and the cost measures were not fully comparable. The MDS impairment -

" measures for nursing facility residents are subject to some degree of seiting bias (ie., staffare
" more likely to indicate impairment because individuals are more likely to receive assistance with

some activities of daily living simply because they are in the nursing facility) which increases the
proportion of individuals with more severe disabilities. Also, the per diem payment system for
nursing facility care means that costs cannot be assoctated with individuals based on their o
reported level of functioning. Therefore, we were only able to compare the level of functioning in
the community relative to the nursing facility and focus on individuals in the community with a
comparable level of impairment to compare average spending.

O »LewiNn Group 12
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IV. OVERVIEW OF OUTCOMES AND COST ANALYSES

~ As we noted in our conclusions of the previous report, defining cost-effectiveness and measuring
outcomes can be difficult. Issues related to “how to measure costs?”, “cost to whom?”, “how to quantify.

" outcomes or benefits”, and “compared to what?” emerge. Cost-effectiveness analysis (CEA) is one of the
techniques of economic evaluation designed to compare the costs and benefits of a healthcare

. intervention.” The choice of technique depends on the nature of the benefits specified. In CEA, the

. benefits are expressed in non-monetary terms related to health effects, such as life-years gained or
symptom-free days, whereas in cost-utility analysis they are expressed as quality-adjusted life-years
(QALYs) and in cost-benefit analysis in monetary terms. As with all economic evaluation techniques, the

. aim of CEA is to maximize the level of benefits — health effects — relative to the resources available.

‘What constitutes a cost? In economics, the notion of cost is based on the value that would be gained
~ from using resources elsewhere- referred to as the opportunity cost. In other words, resources used in one

 program are not available for use in other programs, and, as a result, the benefits that would have been

- “derived have been sacrificed. It is usual, in practice, to assume that the price paid reflects the opportunity
cost and to adopt a pragmatic approach to costing and use market prices wherever possible. In Family

- Care, the “cost” per member is set through the program payment methodology to determine a monthly

_ capitated amount that does not truly reflect price determined by the market. The capitated amounts and

* these analyses also do not include any member cost-share amounts (these generally represent less than
one percent of total spending for Medicaid services), nor the start-up and other costs, such as DHFS staff

© time and training, associated with the program. In addition, for some services, such as nursing home care,
costs are not available at the individual level becanse Wisconsin’s Medicaid payment rates do not vary

_within a nursing home,

Within the context of Family Care, the entity that incurs the cost becomes a key factor. From the state’s

- perspective, the state general revenue and county costs are of greater importance than the federal

- Medicaid match, Medicare and member cost-share expenditures. To the extent that the state and counties
are able to shift spending to Medicaid, which has a 58.6% 'maich from the federal government, the more -
they are able to reduce their own obligations or serve more individuals for the same amount of spending.
However, if the program is to be fairly evaluated, all of the costs would be taken into consideration.

Can benefits be quantified? A particular challenge for the Family Care program is quantifying the
program’s benefits. Medicaid and Community Options Program (COP) administrative data primarily
reflect use and cost measures for before and after the implementation of Family Care. The functional
screen information is not available in electronic form prior to Family Care and screenings are usually
performed only annually. As a result, it is not possible to develop measures of days of improved
functioning, only whether functioning improved, stayed the same or declined. Due to the limited nature of
the data, it is difficult to translate these data into measures of benefits. In addition, the evolving nature of
the member outcome tool means that these more direct measures of program benefits cannot yet be '
tracked over time and therefore, do not yet offer a measure of benefits gained. However, resaits from
individuals on the other waiver offer a relative comparison.

Te what should costs and benefits be compared? We have pursued a methodology that focuses on
specific counties selected for their similarity regarding measurable characteristics of their long-term care

* SloanF {ed). Valuing Healtk Care: Costs, benefits and cffectiveness of pharmaceutical and other medical technologies.
Cambridge: Cambridge University Press, 1996.
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systems and the remainder of the state for the period prior to and after Family Care. The legislation
authorizing Family Care also required a comparison to nursin g home costs.

The outcome and cost-effectiveness analyses focused on the key components of the F. amily Care program:
access to information and services; choice and self-determination; community integration; health and

safety; quality of care; and spending. Exhibit IV-] summarizes the key outcomes and cost analyses
conducted.

S * Exhibit IV-1 |
__ ey Outcomes and Cost Analyses Conducted

Indicator - __Analysis

Access L
Wait Lists CMO counties trend relative to rest of state
Resource Center Contacts Trend by county : s
CMO Enrollment Trend by county and by target population
Service_Packag_es _ Pre/post CMO counties relative to comparison

Quality of Life/Care _ T ' : :
Choice and Self-Determination Member Outcome Tool CMO & waiver
Community Integration Member Outcome Tool CMO & waiver
Health and Safety Member Outcome Tool CMO & wajver
Quality of Care 1 CMO compared to remainder of state

Spending R -
Total Medicaid & state benefit spending Pre/post CMO counties relative to comparison
LTC Medicaid & state spending Pre/post CMO counties relative to comparison
Spending on new enrollees Pre/post CMO counties relative to comparison
Nursing Facility versus Community CMO counties

QO ™Lewin Group 15
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V. ACCESS

Family Care was designed to provide appropriate long-term care services to all eligible individuals
without delay. The two main organizational components of the program, the Resource Center (RC) and
the Care Management Organization (CMO), each play an important role in improving consumers’ access
to long-term care. With the exception of Richland County, which began operating in November 2000, the
RCs have been operating for nearly five years and have emerged as a successful model of centralized
information and assistance. Pre-Family Care waiting lists have been ¢liminated in all five counties that
implemented CMOs. In each of these counties, consumers have more immediate access to services
relative to pre-Family Care. The pilot counties continue to experience increasing enrollment into Family .
Care, with different rates of enrollment among the elderly, physically disabled, and developmentally - -
- disabled populations. L e e SRt ! o

A.  Elimination of Wait Lists
As of the end of 2002, the wait lists in the CMO counties were eliminated while the wait list in the non-

CMO counties continued to climb. No wait lists means that individuals applying for services begin’
receiving them soon after they become a CMO enrollee. - '

Exhibit V-1

Wait List for Target Population per 1,000 County Population

§25 209 -

B A _

3 18.0 —

o B

o R

2 20 160+ 8 b
e -} B

g i e

o 14.0 4 1
] B

8 15 120+ —
g 1o HiEE |
e :

£ 1.0- 8.0 e
2 _

a eotiin | L
& s B

g 05 0 d1
& 2.0 4~ ]
2 00 -
;g:g’ 0.0 - - = i Milw aukes
ot Fond du Lac La Crosse Portage Richiand Non- CMO DOA

g Counties

| 1908 m 1999 2000 D 2001 W 2002 |

Nate: The non-CMO counties include individuals under age 60, while the scale for Milwaukee only
includes individuals age 60 and over. The estimates for non-CMO counties and the CMO counties
other than Milwaukee prior to the elimination of the wait list include children with physical
disabilities or developmental disabilities.

Source: The Lewin Group calculations based on DHFS provided wait list data.
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B.  Information and Outreach Activities

Aging and Disability Resource Centers play a critical role for long-term care information and service
seekers. In the five CMO counties, RCs are involved in outreach and intake related to the CMO benefit,
as well as broader information and outreach efforts.. In addition to the five counties that have CMOs, four
other counties provide information and assistance through RCs.

Examining the average monthly RC contacts per 1,000 people in the county provides an indication of the
effectiveness of overall-outreach: Exhibit V-2 shows that the average RC contacts per month for all of the
RCs combined, increased sli ghtly from the period of April 2000-March 2001 to the period of April 2001-
March 2002. Except for Portage, all of the CMO counties experienced increases in the number of
contacts. The Portage RC continued to report approximately nine contacts per 1,000 county population, in
large part due to receivin g voluntary PAC referrals from the county hospital even afier the reguirement
was lifted in October 2000. The Portage RC also operates within a senior center and meal site, and
therefore experiences more drop-in contacts than other counties.

" Exhibit V-2
Average Monthly Resource Center Contacts
per 1,000 County Population =~ -

120

100 96

% per 1,000

[l
o

eid
5]

County Population
AR
Lo o

i
o]

Average Monthly Resolifce Center Contact

JSS———

| BAPIO0MIch'Dl @ Api DT March T2 |

Source: The Lewin Group analysis of DHFS data from the Family Care Activity Reports, December
2001, Febroary 2002 and March w02, - L

C.  CMO Enrollment Activity

CMO enrollment continued to increase through the end of 2002 (Exhibit V-3). Generally, the CMOs
enrolled existing Community Options Program (COP) and waiver program consumers during an initial
enrollment phase during the first six to 12 months of operations (Milwaukee was an exception) followed
by new enrollees primarily from the wait lists until they reached full entitlement - Spring 2001 for Fond
du Lae, La Crosse and Potage and Summer 2002 for Milwaukee and Richland. Enrollment continues to
increase in all of the counties since havin g reached full entitlement, although in the most recent months
the growth appears to have leveled off.

Q ™Lewm Group 17

#326291




DRAFT Access

As of December 2002, enrollment exceeded budgeted enrollment by 12 percent as calculated by The
Office of Strategic Finance staff for their September 2001 cost model. Milwaukee and Portage had the
greatest differencein actual versus budgeted enrollment, with actual enrollment 17 percent greater than
budgeted enrollment. Enrollment in Richland was 11 percent greater than budgeted, while Fond du Lac

and La Crosse were eight and three percent 'hi_g}qk;:r,:-respec*:ivéiy. AR

e . ,-E-Xhibitvél’: .
__CMO Enroliment per 1,000 County Population

30‘ N - : b A P ﬁ s __m.'".w; . N

Enroliment per 1,000 county popufation .

J—
3—4-w Fond ¢u Lac —%— La Crosse —&— witvaukee —8— Portage ~¥#— Richland i

. Source: The Lewin Group anai},"ﬁs_'i:.s.'qf data from DHFS Monthly Monitoring Reports from February 2000 to
S December 2000 and from the Family Care Activity Report for December 2002 available March 2003.

" Note:. Erz:qlfmmt:;:daié smctelarmaryZO{)l reflect totals presented in the most recent Family Care Activity
G Report: Revised data for 2000 were riot available possibly affecting the curve of data presented.
. Milwaukee's enrollment per capita based on'the population age 60 and over and therefore is expected
. to be higher than the other counties.: ChEoees ' S T

The composition of CMO membership has shifted somewhat since their inception. During the initial
transition of waiver program participants o Family Care, the composition of Family Care members
mirrored the waiver programs. While the absolute numbers in all of the target groups continue 1o increase,
the CMO counties other than Milwaukee experienced a faster rate of growth for younger individuals with
physical disabilities. Excluding Milwaukee, 47 percent of CMO enrollees were elderly as of December
2002 compared to 46 percent in December 2000; 31 percent had developmentally disabilities (DD)
compared to 35 percent; and 21 percent were younger individuals with physical disabilities (PD)
compared to 19 percent (see Exhibit V-4). By including Milwaukee’s primarily elderly membership in the
total count of CMO enrollees, the proportion of elderly enrollees jumps to 76 percent in December 2002,
‘The proportion of elderly members in all CMOs may continue to increase as targeted outreach to nursing
facilities advances and the program responds to demographic shifts.

QO "Lewm Group 18
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Exhibit V-4
Enrollees by Target Population as of December 31, 2000 and 2002
Elderly
¥ 100%
£ oo% |
2 0%
§ 70% .
80% - .
S som 1 Dec-00}
£ ° @ Dec-02
& 40% =
T 30% -
=
5 20% -
g wow )
é 0% i - : : - . By . i
Fonddulac  taCrosse’ Miwaikes Fortage . Richiand Toilwih  Totalwithout
) ) . . . e ._Mﬁwa_a_._!kee NMibw aukee
_Deveiopmental Disabilities
£ 40%
o
% 35%
5 30%
§ 25% — .
im Decioo |
.-%’ 20% WD&: 025
@ Do
* 15% I. :
o 10%
£
5%
)
2 0% R o N
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Physically Disabled
E 30% e e e ettt st
E |
T 25%
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£ 20%
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Source:  The Lewin Group analysis of DHFS provided data,
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D. Service Packages

Changes in the patterns of service packages provided to individuals in CMOs provide a measure of
shifting care management approaches and possibly greater choice. Our analyses focused on the types of
services and spending individuals received because the HSRS units of service data reported by the CMOs
is considered unreliable by DHFS staff. Exhibit V.5 shows the percent using different categories of
service in the pre- and the post-period and indicates the percent ch_ajiﬁge in the proportion using for MO
members and those on waivers in the remainder of the state. The spending for CMO reflects that reported
for the individuals in-our sample and not the program’s capitated payment, which will be addressed in
Section VII Spending. Exhibit V-6 and V.7 illustrate the change in spending. Increases in use and

spending for CMO members_-oécurreé_foi a number of long-term care services, including:

e Habilitation, therapies and mental health services'spending increased 85 percent relative to a
decline for the remainder of the state, in part because the percent of CMO members using
therapies increased from 17 percent to 22 percent while fewer of the remainder of the state waiver
participants used therapies between the pre- and post-period;

o Respite care where spending in the comparison area declined relative to a 11.5 percent increase
for CMO members;

e  Transportation spending for CMO members increased 17.8 percent compared to 5.1 percent for
the remainder of the state waiver participants, primarily as a result.of an 11.2 percent increase in
the participants using transportation; - . )

e  Residential ;.S_,_upp()l‘{, personal c;a'x;gf:, adult day c%ue, all of which"_iﬁcfg:ased almost twice as much

for CMO members; and.

» [ Case management spending increased 53.1 percent for CMO members compared to 8.5 percent
" for the remainder of the state even though the percentage receiving remained close to 100
percent in both periods. The increased spending resulted from the increased requirements of the
team approach that includes a nurse and a greater level of involvement in coordinating all
aspects of supports for CMO members.

The smaller increase in prescripti ruis spending for CMO member {4’10 percent increase relative to
17 percent) is also worth noting because prescription drag spending is one of the fastest erowing
Medicaid services. If CMO care management is able to reign in prescription drug spending which
represent over one-half of the acute care spending for CMO members (almost 10 percent overalD), it could
offer mechanism for offsetting poie_niial-_additiona}-:¢qsts or possibly saving money overall.

20
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Exhibit V-6
Relative Use for Selected Types of Services

&Cg? . - v
S 0w 10%  30%  50%  70%  90%

Percent'ChariQé_ i S_pg'nding

B CMO K-Remaindér.of Stat_ej

Source: The Lewin Group analyses.
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VI. QUALITY OF LIFE/QUALITY OF CARE

Efforts to improve the members’ quality of fife and the quality of services provided constitutes a -
cornerstone of the Family Care program. The ideal ‘quality standard for long-term care services has yet to
be developed. The nature of the services, a mix of social supports and custodial care, coupled with the
goal of allowing individuals to make their own choices, make traditional standards based solely on the
clinical experience and opinions of professionals or experts inappropriate. Geron concludes that “the
standards for long-term care that have been prommilgated often have little to do with quality in the areas of
care considered most important to consumers.™ o " I
Family Care relieson a consnme’pcemered__appraéch that inchudes process measures, suchas CMO

contact compliance and guality site reviews, but more heavily relies on consumer-defined cutcomes

captured by the Member Outcome Tool, developed in partnership with the Council for Quality and
Leadership (the Council). The tool measu:es,.consum{:ﬁf perception of outcomes and whether ornot .

supports exist o achieve those outcomes in several areas: .pr;'e_yacy;._ihe_ability to choose services, housing,

safety, the degree to which members are respected, and experience continuity, and satisfaction with

services. . -

The Department conducted the first round of member interviews between November 2000 and January
2001. They interviewed 355 randomly selected CMO members and the care managers serving them. The
second round of interviews was ‘conducted between May 2001 and November 2001 in which 492
randomly selected members and their care mana gers were interviewed. The third round s carrently being
completed. DHFS has refined the process measures, over the course of the program and continues to
develop benchmarks for the outcome measures. The counties have begun to buy jnto a:systematic -
approach 1o quality and the gronndwork related to basic research techniques for monitoring quality has

DHFS cautions against drawing comparisons between results from the two rounds for several TEasons.
They noted that the interview process continues to evolve with changes in the way in which:consumers
were contacted fo participate and the directions given to the care managers. Although the tool has been
used by the Council to evaluate programs for individuals with disabilities, BALTCR and consumer”
representatives continue to adapt the tool for appropriate use with the gz}d_eﬂypopulatiéng-izi;san attemnpt to
validate the instroment. Additionally, DHFS noted that they have not yet developed benchmarks for each
cutcome. They believe that with the results from the application of the tool to other programs which have
begun, such as, PACE, Partaership®, and other wajver programs across the state, they will be'ableto
establish some benchmarks. In lien of DHFS established benchmarks, we provide a comparison to the
other waiver program results. o 5 TS

Geron, Scott M. (2001} “Fhe Quality of Consumer-Directed Léngéfenn Care,” Generations, Yol. 24, Né’.é,-_ o o

5 Plesse see htrp:/fv\ww.dhfs.state.wi.tzsiLTCam’Rf:searchRep&ﬁs{ffCMOMembe:rOutcomes,hm for DHFS? full report on the
Member Outcome Interiews. .

®  Program for the 5A-H_~.In's_.:3_usive Care of the‘Ei%ierEy;{?ACE} and Pamaersh]p are other DHFS Medicaid maxsages} care *

programs. The Parinership Program, serving older adults and adults with physical disabilities since 1996, rrently operates

in three Wisconsin counties: two sites in Dane County, one site in Milwaukee County, and one site i Eau Claire As of

August 2002 1,303 individuals were enrolled, The pr’gﬁgm'ix_:tegratés ail medical and Jong-term care servicesina, - .
commuity-based setting. PACE was initiated in M Swankee County in 1994 for individuals 55 and older at the nursing
home level of care to provide on-site, comprehensive integrated medical and psychosocial servives by & multi-disciplinary
team. As of Augast of 2002, there were 420 enroliees. Information from

http://w‘.vwldhfs.sta%e.wi.usfmeéicaid7/mEmagedwcare_summary_tab¥e.him‘ Accessed November 25, 2002,

O ™Lewm Grour -
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DHFS stressed that, at this point, the primary value in the results of the.outcome interviews was to
provide a framework for quality improvement efforts at the CMO level. As the process continues, county
staff will be able to use the results to track the success of their consumer-centered quality efforts.

A. Choice and Self-determination

Family Care measures choice and self-determination for the following specific cutcomes:

* People are treated fairly

* - People have privacy

. Pépp}_e_'havé_pérséﬁal_ dlgmtyandrespect

. Peéplé choose their serviées

. Peoijlé éhoéég their daily f{)ut‘ine'

» People achieve their é‘mpl.oymeni objectives

. Peol:a_k; are sai_isﬁéd'iwith“s:g;vic_és '
The results from the second round of member and care manager int'ehﬁéﬁk's'é_m presented in Exhibit VI-1.
For these outcomes, a majonity of individuals indicated that the outcome was present, with the exception
of being able to choose their own services. The lack of choice may be due in part to the implementation

stage in which the CMOs found themselves during the interview period. For many of the CMOs, case
management staff were doing everything they could to complete the existing rollovers from waivers

which often meant primarily putting in place the existing service package. In addition, at that point, the
CMOs had not had much opportunity to expand their provider networks to accommodate increased

choice. The Family Care CMO member outcomes are consistently higher than the other waiver results,

Exhibit VI-1
Choice and Self Determination Outcomes

100%
90% |
0%
70%
60% -

! 50% -

40% |

30%

20%
10% -
0%

& - e o :
Fair Privacy Personat Chovse  Choose Dally Employment  Satisfied
Traatment Dignity and Services Routine Cbjectives with
Respect Services

l 1
| 8 Famly Care CMO Outcome Met @ Family Care CMO Support Provided | f
EB COP & CIP Waiver Outcome Met 0 COP & CIP Waiver Support Provic:ke::igE !

Source:  DHFS, Office of Strategic Finance, Center for Delivery Systems Development, CMO
Member Outcomes: The 2001 Assessment, 2002; and Health Care Wisconsin, 2002,
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B. Community Integration

Family Care measures community integration for the following specific outcomes:

o People choose where and with whom they live

« People participate in the life of the community

e  People remain connected to informal support networks

The results from the second round of member and care manager interviews are presented in Exhibit VI-2.
For these outcomes, over 60 percent of individuals indicated that the outcome was present. Again, for this
domain, the Family Care CMOQ member outcomes are consistently higher than the other waiver results.

Two of the counties took active efforts related to community integration as a result of the first round of
member outcome interviews: o S '

e Fond du Lac sought to improve outcomes around “people chose where and with whom to live.”
They reduced bed size at community-based residential facilities (CBRFs) to allow for members to
have private rooms if they so desired. They successfully offered financial incentives to CBRFs to

‘downsize, resulting in improved outcomes for 2001.

7 DHFS cautions against comparing 2001 and 2002 results due to contirwed development and testing of the tool.

O "Lewin Group 2
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-+ Portage used consumer focus group information to design their first quality improvement project,
The project focused on improving community integration opportunities for physically disabled
members based on the consumer outcome “people participate in the life of the community.”

. ExhibitVi2.
Community Integration Outcomes

BO% it : i _ E
70% L S
& Family. Care CMO |
0% Outcome et
50% . B Family Care MO |
0% Support Provided E
v 0 COP & CP Waiver |
30% Outcome Met I
20% 11 COP & CF Waiver |
| Support Frovided |
10% :
0%

Choose Living Participate Connect to Informal
Arrangement CommunityLife:; . ‘Support Netw orks

:
|

Source: DHFS, Office of Strategic:’f’inance, Center for Delivefy‘ Systems
Development, CMO Member Outcomes- The 2001 Assessment, 2002;

- and Health Care Wisconsin, 2002.

C.  Health and Safety

Family Care measures health and safety '_'f'or the 'folI_d"if»rih'g spéciﬁc outcomes:

* People are free from abuse and neglect

* People have the best possible health

* People are safe

*  People experience continuity and security

The results from the second round of member and care manager interviews are presented in Exhibit V1-3,
For the safety and free from abuse and neglect outcomes, over 80 percent of individuals indicated that the
outcome was present. The other two outcomes — best possible health and continuity and security - had
approximately one-half of interviewees indicate that the outcome was present. For these three of the
outcomies in this domain, when compared to the other waiver results, the differences were not as great for
meeting the outcomes as all of the others.

Two of the counties took active efforts related to health and safety as a result of the first round of member
outcome interviews:

*  Milwaukee’s CMO performance improvement project included improving the appropriateness of
placements in alternate care settings. “Members experience continuity and security” was one of
the lower scores for Milwaukee on the first round of member outcomes. Through independent

QO ™Lewm Grour
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investigation, the CMO  determined that only three percent of members in sub-acute residential
care settings should have been there based on member care needs and other risk factors. The
CMO developed clinical processes to ensure appropriate placement in the future. Milwaukee is
also trying to involve providers in the interdisciplinary team during the re-certification, and
reported that CBRFs and ADCs seem t{_}'appréciéié the involvement.

« La Crosse focused on the outcomes of “people are safe” and “people chose where and with
whom to live”, after reviewing results from the first round of member outcome interviews. They
attempted to devise emergency plans, install smoke detectors for clients, and refine the
assessment to examine safety issues. The CMO also educated care managers about some of the
assumptionsthey may make in determining where a client might want to Jive. The La Crosse
CMO quality improvement project “improving retention of personal care workers for people
with physical disabilities” is intended to enable members to stay in their-own homes longer.

. ExhibitVi3
Health and Safety Outcomes

90%
80% e
& Family Care CMO
0% | Dutcome Met
80% - @ Family Care CMO
50% Support Provided
40%, - i {3 COP & CIP Waliver
Qutcome Met
Of
0% B COP & CIPWaiver
20% - Support Provided
10%
D(yu a : e 4 e R
Ereefrom  BestFossible " Experience
Abuse and Health Continuity and
Neglect Security

Source: DHFS, Office of Strategic Finance, Center for Delivery Systems
Development, CMO Member Quicomes: The 2001 Assessment, 2002; and
Health Care Wisconsin, 2002,

D. Quality of Care

We examined five more traditional indicators of the quality of care provided to CMO members relative to
the remainder of the state: IIRERE :

¢ Hospital use;

+ Emergency room use;
e Nursing facility use;
s Decubitis ulcers; and
. D.eaths.

Exhibit VI-8 summarizes the results. These measure reflect the prevalence of the indicators among
individuals in the post -period. Among CMO members relative to the sample for the remainder of the

QO ™Lewin GroUP -
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state, there was no significant difference in t
decubitis ulcer or death. However, assumin
facility stays, Family Care members entere

- _ Endiaf _
i Hospital Use -

|

'---_Exhibit'#M:: |
Quality of Care Indicators for Family Care Members

Famiiy Cae
Member

State

Remainder of

__CGompared to the Remainder of the State

.

Sinificance

Test

F }_ﬁ)_i:fference is statistically significant. - -

Sonreiei y The. Lewi_n Grbup anaIy.se_s... .

b 183% 7 8% 036
Emergency Room Use 16.1% 17.2% 0.57
Nursing Facility Use . | 38% 6.6% 0.01*

| Decuibitis Ulcer 1 335 . 46% 0.23
Death -~ TR ©33% 0.81
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Vil. SPENDING

We conducted three groups of analyses of spending for Family care members: 1) examining the change in
spending between the pre- and post-periods relative to comparison-areas (difference-in-difference); 2)
spending for new members versus members who tolled over from the waivers; and 3) spending for
individuals in the community versus those in pursing facilities.

A. Difference-in-Difference

Medicaid spending for CMO members falls into two categories, those services coveted by the CMO
capitation payment, which are nearly all Jong term care services'and include some payments previously
paid for by the counties, and those services paid on aprimarily fee-for-service basis under the traditional
Medicaid program, sometimes referred to as card services. Qur analyses examined total government
spending for CMO members, spending for CMO benefits for the individuals in our samples, the CMO
capitated payment and the non-CMO Medicaid benefits. Exhibit VII-1 provides a summary of these
components for the post-period all CMOs sample. For this group, the CMO capitated services constituted
over 80 percent of their spending and the capitated payment was somewhat less:thanthe spending for the
services provided. This is possible under a capitated rate that allows for some individuals to receive
services greater than the average while others will receive fewer, based on their determined need.

Exhibit Vii-1
Components of Difference-in-Difference
Spending Analyses for Post-Period
. Al CMO Members Sample
T Average Monthly Per i Percent of
Capita S | Total

-Semf_:eats — ' B | 838%
tal - 52,510 100.0%

R

CMO Capitated Payment $1,885 ' 82.1%
Total $2,296 100.0%
Source: The Lewin Group analyses.

As discussed in the Methodology section, in order to assess whether the Family Care CMOs had an effect
on costs, we examined changes in costs for CMO members from prior to implementation of the CMOs to
a period following implementation. We then compared these changes to changes among comparison
groups. This combined pre-post and comparison group non-experimental design is called a difference-in-
difference (DID) analysis.

O Lewm Group 30
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The change in total spending for CMO members from the pre- to the post-period when including the
actual spending for long-term care services rather than the capifated amount, was consistently greater than
the change in the comparison areas; although the change was significant only the combined CMO
members relative o the remainder of the state (Exhibit VII-2): The difference-in-difference ranged from
iess than one percent for the Fond duzj.Lac-Waup.ata comparison to over 14 percent for the remainder of
the state comparison. These results imply that individuals that rolled over from a waiver to a’CMO had

larger increases in their spending than comparison individuals who received waiver services during both
periods. Focusing solely on the long-term care spending produced similar results, but the differences were
somewhat less for most of the comparison areas: The similar results occur because the long-term care

" spending represents between 74 and 91 percent of the total spending captured. e

When the Family Care capitation was substituted for the average individual long-term care spending for
the members, the difference—ih-diffﬁténce"beéamé“l'ess for the CMOs compared to the comparison for all
but the Milwaukee-Rock comparison where the difference notably increased (-2.2 percent to 19.8 percent
for long-term care), This major shift for Milwaukee based on the long-term care spending measure used,
partly reflects overpayments o the CMO in the initial years of the program. These overpayments were
reconciled at the end of the year. Importantly, overall this result implies that when the capitated payments
to the CMOs are considered, individuals that rolled over from a waiver 102 CMO had much smaller

increases in their spending than comparison individuals who received waiver services during both periods

in three of the four counties. In Milwaukee, spending appears to have increased using the capitated rate
and for the remainder of the state comparison th’e_--d_;'_ffer_ance-;@z}'-ﬁdiffer'enc_é: was negligible.

Taking a closer look at the.S})éﬁéiﬁg by iargét group showsvanatlons b:éssid on ihé"caﬁiﬁﬁéﬁsdn area
(Exhibit VII-3). For example, for the elderly, the increase in total spending for indivi'_g‘iug}s.receiving
services in the pre- and post-period was greater than the comparison area for Fond du Lac; La Crosse and

the remainder of the state, but.n_ot"fg;’ffMih?s’riiukeéfénd Pj_cir_-_tagg}.'_This:';com;')__arés to the difference not being
greater for those with physically disabilities or developmental disabilities for the matched counties, but
increasing more in the CMO counties compared to the reminder of the state analysis. e

Overall, for the CMG&I;'".l“élé't'i\}’a.ji{;ihé' féhﬁéinaér of :i_heﬂst’a’fé,iéﬁéth’i‘éé target groups,elderiy, S

developmentally disabled and physically disabled have greater increases in spending for the total and the
Jong-term care portion when considering the actual long-term care spending rather than the capitated
payment. Factoring the capitation payment implies that the elderly showed greater increase in Jong-term
care payments while the developmentally disabled; and in some cases, the physically disabled received
lower increases than the comparison areas. This occurs and differs from what the individualized spending
indicates because the capitated rate does not differentiate by target group and yet the CMOs can use the
pooled funds for all members to appropriately serve individuals. e S

¥ \We note that the MDS lacks standardized/scaler measﬂrés of cognitive i_r%&painnent,

O ™Lewm Grour 32
#326201




1682974

dNOID NI T.,, )

133

THELL

19891 S0 301 10 TG

“%eZ | 0825 6228 _ | hie [ 6BCES | 2eies | %lz | 605%8 | ioess T aa

TR

i

& ,w 2 .
S %bee T
%641

i
5

HER SRTs ]
Lo paRvLE- o RuepiE
Lolesrg T o %€ ] 0L9°%S HELS T %y | z/gs T ad
T Y ke [ VbOCE ITOI0%S | %iz 12658 ovzes | aa
Yoly 1 99LLS [TT62G Y| 9LYE T 706§ Auspig
, . | soncdEm
S9VLS o ples Y 888°1¢ ] L BLL18 ) 899'kS [y T greze EBYTS I Tad
v8es . | S48 | %6S | $861% %8Z  06LYS | S92°€$ | %BZ | PIGTE - OPSES aa
| be€$ | 2188 T [Torgpl ELDLS | %Ge 180 0/7% %92 1 ZIENS €605 Alopig

o

)

sainseayy aAfjeulalfy Buisn ma_vmmaw__wmm._m»% ur sbueyy ayy uy soualayiq
E-HA Naiyxg

LAVAQ




23

16329TCH

INOUE) NIAT oy, )

-sosAjeun dnoip) wms] 9] :90Imog

1oAR] §0°0 9Y) J7 UEYTUBIS x

%8 L2

Cdd

%08 c_‘

o4

70 v_.mw

HLE ~SIIZE w%
%9 | Gies | 0528 %z | G0E15 | 28018 | %ec | 029'1% — P
Bl %6 | ce61d | %L | 89618 we, | 12,28 | sopes |0 Gd
Lo 602ZS | %ve | £CLeS %Sz | 150Ps | ESCES ~aa
L4 01918 | Wyt | OPL LS %Ze | 10515 | Apii§ | AuepE
. o\omDN o\&u_&.x w\ow,N; a Q&
HES)

St | 1%d | oid | BQ% | ¥Sod | W% | 0d | oid
aLTruoe z

a_,.mrgmﬁps«,,.,.., ,«_;__

:Quﬁ&wo ORD

dnolo amm._m L >n mncm:wuﬁou _ucw
sesnses|y saeusa)y Buisn Buipuadsg abrioAy Ul ebueyn ay} Ul 8ouIBHIQ

- (u09) £HIA ..Eaxm

_ mEu, E._ﬁ.m;m..m [enplAtpul

1aviad




DRAFT

B.  Community versus Nursing Facility

The comparison of F amily Care and nursing facility care requires several considerations. First, although
the service package covered by Medicaid for care in a nursing facility includes some services that
waivers traditionally do not cover, such as room and board, a higher co-payment is required of the
individual covered by Medicaid for nursing home residence. Second, the average community-based
care costs are lower than those for nursing facilities, as shown in Exhibit VIi-2. Third, nursing facility
care is one of the services available through Family Care, and the capitated rate for Family Care reflects
the cost of both nursing facility and community care. We outline an analysis that addresses the.
c;'_sm;';aﬁson}gs_ fully as possible; given the '.__avéi}abl_ei data.. SIS
Consistent measures of cost and case mix are required to compare the costs of serving individuals in
Family Care and nursing facilities. Cost and functional screen data at the individual level were available
for CMO counties after the start of the program and for a sample of non- Family Care waiver recipients.
These data were not readily available at the individual level for those in nursing facilities. We used
functional impairment data at the individual level: for nursing facilities residents from the Minimum

\ & : ' dividual level: Therefore, we
relied on Medicaid _;jayl_z'z_em__:_i‘ajte's-_t_o‘proyide_ ageregate measures of costs at 'the_'}_fap_i_lity_!éyel'._:ﬁ_'_ o

Data Set (MDS).” However; nussing facilities do not repoit costs at an i

To examine “similar” groups, we used the MDS and HSRS data to develop a case mix measure based

on common elements to both datasets. The measure borrowed, in part from the Resource Utilization

Group (RUG) methodology, and included behavioral problems and cognitive impairment consistent in
both the MDS and the functional screens (Exhibit VII-3). We used the late loss ADLg that Myers and
Stauffer, in addition to other researchers, agree are more predictive of resource use and appear to be the
least site-sensitive. These were eating (0-1), toilet use (0-1), and transferring (0-1 ). For cognitive
functioning, we will used the MDS Cognitive Performance Scale (CPS) developed under a CMS

nursing homes, the' Mini Mental StattzS'Ei_:a"z:n (MMSE), and Test for Severe Impairment (TSE). The
CPS is based o_n'an_injter_a'ction of'ﬁxfe'-ifériables found on the MDS:
* Ispatient comatose (0-1 and only available frozfa the MDS) |
* Short Te_ml__.M_emor}f(ﬁ-_l) B I o
. "f).e'c:::is'ibﬁ. Makmgw—Rangefrom Inde;;}.éndeni i(::}:'S.evefély. I:hpaife’d (0—3) '
*  Making Self Understood—Range from Understobd 1o Never Understood 0-3)

Unfortunately, the summary functional screen data available to us required a large group for mild to
Very severe cognitive impairment. Finally, for the behavioral measures we used wandering (0-1) and
physical abusiveness (0-1). The scoring shown in Exhibit VII-4 1s consistent with the MDS and

We note that the MDS lacks standardized/scaler measures of cognitive impairment.
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By developing an average and distribution of scores among NF residents, these measures allowed us to
identify CMO members with similar scores to develop a case-mix adjusted comparison. We first
weighted the home and community-based sample fo be similar to the NF resident distribution. We will
be sure to note.caveats.and limitations related to the different data sources and the constructs forcross
walking between the data sources, = = T E T . :

- Case Mix Measure for Nursing Facility CMO Comparison
T Activities of Daly Living

S R A Toilet use ~
T e Transferring

: T | Summary measure (sum of items)
Cogni

|intact T Independent in decision making, shortterm.
oo . memory, and making self understood
1 Borderline Intact = h_"_aqe;pgm__j_g;}i_in 2 of the following measures:. - .
- DU decision making, short term memory, and making
‘seff understood =
2 | Mild Impairment - Unﬁerstdgdh;}"s_uaily_understood by others, and
T T inde;a'ehﬁen_tﬁm_c}diﬁed in decision making
2 | Moderate Impairment Usually understood by others, or modified
R R independence in dalily decision making .
| Moderately Severely .| Moderate impairment in.decision making and
2 Severe Impairment “Severely impaired decision making and not totally
_ dependent for eating
2. Very Severe Impairment | Severely impaired decision making and totally
R T S | dependent for eating or.comatose. .. ..

Behavior .
o 1 'indicator

Score RO
o-1 : Physically abusive
.02 Summary measure {sum of items)

Exhibit VII-5 compares the distribution of individuals in the community to nursing home residents and
indicates how average community spending might increase if a distribution of patients similar to the
nursing facility were served in the community. The ADL summary score case mix with the higher,
spending among the most impaired results in the largest increase — approximately one-third. This is also
probably the most reasonable because it differentiates among the levels better than the other two
measures. However, it also raises the concerns about setting bias possibly causing the nursing facility

case mix to be skewed upward.
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Exhibit VII-5
Alternative Case Mix Adjustments of Community Spending to
... Nursing Facility Impairment Levels
' Commﬁity Average | Weighted |
Waiver Community to NF Percent
i LTC Spending | Distribution | Increase

0 .

1 14.3% 32.1% $1,165
21 254% 1 17.7% $1,846
3 39.8% 15.6% $2,693

o | 152% | 405% |  $1271

1 , 25.6% $1,135
2 . 33.9% $1,663
$1,369 $1,541 12.6%

Source:  The Lewin Group. analyses,

In order to compare the nursing facility ADL summaty score casemix community spending to that in a
nursing facility, we calculated an average Medicaid per diem of $95 in 2000 for nursing facilities in
Wisconsin based on a weighted average of nursing facility intermediate care per diems.'® This equates

to an average monthly payment-of $2,896, However, Medicaid does not pay the full cost of nursing
home care. One average, Medicaid nursing facility residents pay 25 percent of the Medicaid per diem
from their own resources through spend down provisions. This reduces the average monthly payment to
$2,172. Finally, it is important to take into account that, on a monthly basis, the average nursing facility
resident stays in a nursing facility less than a full month on average because of mid-month admissions
and discharges. Using an average of 27 days reduced the average Medicaid payments 1o $1,929 making
the nursing facility payment approximately two percent higher than the community-payment,

This analysis warrants several important caveats: 1) the casemix measures used to adjust the spending
data were not developed from the same measurement tool and the cross-walk, as well as setting bias
could skew the results; 2) it is important to consider the economies of scale afforded by nursing
facilities in conjunction with a general shortage of aide workers; increased demand for community-
based services may push up average wages and, in turn, Medicaid costs; and 3) all of the nursing home
estimates had to be calculated at the aggregate level because no data were available that provided
individual level cost differentials associated with different Jevels of impairment.

b The intermediate care rate was used because the majority of Medicald nursing facility residents receive an intermediate
level of care rather than the higher skilled level.
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Vill. CONCLUSIONS

This report attempted to determine whether Family Care met its goals during the initial implementation
period. The goals included: A . e

*  Giving people better choices about where they live and what kinds of services and supports they
- get 1o meet their needs. C =

* Improving access to services.
‘s Improving quality through a focus on hedlth and social outcomes.

s Creating a cost-effective system for the future.

This and our previous reports doéumented a number of benefits of the Family Care Program, including:

*  One-Stop Long-term Care Resource - Resource Centers that provide needed information and
facilitate enrollment for potential CMO members and provide assistance to moderate to high-
income residents trying to navigate the long-term care system.

+ Entitlement to Medicaid Waiver Services-- No waiting lists in the CMO counties, which means
that individuals begin to receive services soon after their eligibility has been determined and no
longer have to wait months and sometimes years for an opening.

»  Greater Access to Services for Younger Individuals with Physical Disabilities — The
entitlement has lified categorical restrictions on the number of individuals in different disability
populations that can receive services, resulting in greater access to services for younger
mdividuals with physical disabilities without crowding out the other disability Eroups.

* Greater Access to Key Long-term Care Services - CMO members appear to have greater
access to residential care, adult day care, habilitation, therapies, and transportation as a result of
Family Care.

* Favorable Outcome Indicators for the Core Family Care Domains — Compared to individuals
in the other waivers, higher percentages of CMO members indicated having each of the 14
ouicomes met that constitute the three major domains of choice and self-determination,
community integration, and health and safety.

Fewer Nursing Home Admissions - Half as many CMO members entered a nursing home
compared {o a similar group of waiver participants in the remainder of the state. Delays in or the
prevention of nursing home admissions has the potential to reduce the rate of growth in long-
term care spending over time.

Our spending analyses indicated that on a per person basis using the CMO capitated payments for long-
term care spending, the CMOs had not increased spending on benefits relative to the COmparison areas.
However, the increased enrollment in the CMOs relative to the growth in enrollment in the remainder of
the state means that aggregate spending for the Family Care program increased relative to if it had not
been implemented.

Based on the result of these analyses, our assessment of the Family Care’s progress toward meeting its
goals is that:
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e The program has substantially met the goal of increasing choice and access and improving
quality through a focus on social outcomes.

s The program has yet to'demonstrate improved quality related to individual’s heaith, in part
for lack of relizble measures and the need for more time to fulfill the promise of better care
management.

o ltistoo early to draw conclusions regarding the program’s ability to create a cost-effective
system for the future.

Whether the benefits discussed above warrant the short-term increased expenditures is a decision left to
the Legislature. However, it is important to reiterate that the information in this report provides some
preliminary indications of the results of the Family Care program. The data available for the pre- post-
comparisen for this report generally reflected only the first year of the program’s implementation, and as
a result failed to capture the ultimate impact of the program: The program would be expected to continue
to evolve and hopefully capitalize on its successes thus far.
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ADL

ALF

BOALTC

BALTCR

CARES System
CBRF
CHF

CIP

ACRONYMS

Activities of Daily Living: Refers to the ability to carry out basic self-care activities.
Activities include such tasks as bathing, dressing, walking, transferring (getting in
and out of bed or chair), toileting {including getting to the toilet), and eating.

Assisted Living Facilities: Three types of residential assisted living facilities are
subject to regulation. Community-based residential facilities serve five or more

_ adults; adult family homes may serve up to three or four adults; residential care

apartment complexes serve five or more adults in independent units.

Area Agency on Aging: A public or private non-profit organization designated by
the state to develop and administer the area plan on aging within sub-state geographic
planning and service area. AAAS advocate on behalf of older people within the area
and develop aommunjtyfbasgd plans for services to meet their peeds and administer
federal, state, local and private funds through contracts with local service providers.

Board on Aging and Long-term Care: An independent state agency that advocates
on behalf of elderly and disabled persons who are receiving long-term residential
care, mainly by monitoring development and implementation of policies and
programs and investigating complaints about care. As part of the Family Care
initiative, BOALTC’s responsibilities were expanded o provide advocacy services to
potential or actual recipients of the Family Care benefit and authorized to contract for

the external advocacy service.

Bureau of Aging and Long-Term Care Resources: A unit within the Wisconsin
Department of Health and Family Services designated for planning, coordinating,
funding and evaluating state'and federal programs for older adults.

Client Assistance for Re-Employment and Economic Support: The CARES
system uses data supplied by an applicant for public assistance benefits to determine
an applicant’s eligibility for MA, Wisconsin works, food stamps and child care
programs, o issue public assistance benefits and to track program participation.

Community-Based Residential Facility: A place in which five or more unrelated
adults live and where they receive care, treatment, or services, but not nursing care on
any permanent basis, in addition to room and board. CBRFs are licensed by DHFS
under ch. HFS 83 rules.”’ B A

Congestive Heart failure: a condition in which the heart is unable to maintain an
adequate circulation of blood in the bodily tissues or to pump out the venous blood
returned to it by the veins causing the buildup of fluid accumulating n the lungs and
around the heart.

Community Integration Program:

e CIP-1A is for developmentally disabled persons relocated or diverted from DD
centers;

i Ch HFS 83—DHFS administrative rules for community-based residential facilities for 5 or more adults
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s CIPIB is for developmentally disabled persons relocated or diverted from
nursing homes; g

* CIP-I is for elderly and "physicaliy disabled persons diverted or relocated from
nursing homes to appropriate community settings with the assistance of home
and community-based care and with continuity of care. Care in the community is

financed by MA (Medical Assistance).

CMO Care Management Organization: Entity that provides or arranges for services in
the Family Care benefit. Each CMO develops a provider network to provide services
to Family Care recipients who livein their own homes, nursing facilities, or other
group living situations. The' €MO must coordinate care across different delivery
systems (including primary health care, long-term care [LTCY, and social services)
and funding sources (including Medicaid fee-for-service and other commercial health
insurance, Medicare, and funding sources for vocational and social services).

CMS Centers for Medicare & Medicaid Services (formerly HCFA): The federal agency

that administers Medicare, Medicaid, and the State Children’s Health Insurance
Program (SCHIP). B ' '
CMUs Care Management Units: Milwaukee CMO contracts with CMUs, private agencies,

to serve as care managers with CMO members.

COP-W Community Options Program Waiver: In January of 1987, Wisconsin received
approval of the COP-Waiver request from the federal government. The waiver
permits the use of federal Medicaid funds to finance services provided to eligible
persons in the community, as an institutional alternative, . -

cop Community Options Program: A DHFS financed, county-administered program to
support individuals who desire to remain in the community setting. The program
involves assessing the need of Medical Assistance eligible pérsons faced with nursing
home placement and assisting them via a range of avajlable supportive services in the
community, care planning and management; and paying for gap-filling supportive
services to make continued or new community residence possible.

CSDRB Community Services Deficit Reduction Benefit: A program under which counties,
tribes, and local health departments are able to claim the federal matching dollars to
cover approximately 60% of their deficits for certain Medicaid-covered services.
These public agencies are responsible for providing the non-federal matching dollars
{approximately 40% of total costs) with local funds 2

bD Developmentally Disabled: See MR/DD definition.

DHCF Division of Health Care Financing: Responsible for administering the Medical
' Assistance (Medicaid), Chronic Disease Aids, WisconCare, Health Insurance Risk
Sharing Program (HIRSP) and General Reljef programs.” :

2 Definition from the DHFS cost model November 1999,

i Definition from htgp://ww.dhfs.state.wi.us/aboutdhfs/DHCF/dhcf.hﬁm
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DHFS

DHHS

DME

DMS

DSL

DWD

ESU

Department of Health and Family Services: Wisconsin State Department of Health
and Family Services, began July 1, 1996 and oversees Medicaid and other health
programs and socii_ai service programs.l

Department of Hég_a_iﬁ:n and Human Services: The Department of Health and
Human Services is the United States government's principal agency for protecting the
health of all Americans and providing essential human services, especially for those

_who are least able to help themselves.

: Durable Meéieal E@ﬁipﬁ}enﬁ: Covered by the Family Care benefit and includes
.items such as wheelchairs, canes, etc.- T :

i)isposablé Meﬂical .Sup'piies: A benefit included in the Family Care program that

supplies members with disposable medical supplies intended for one-time or

temporary use, such as cotton balls, dressing materials, etc.

Division of Supportive Living: Within the State Depastment of Health and Family
Services, the division manages and regulates programs involving mental health,
substance abuse, developmental disability, as well as aging and long-term support
programs. ' : -

Department of Workforce Development: Directs the El gibility process for the
following programs: S - :

..Chi.id.Car.e'- R : : Child Support Enforcement

Food Stamps o Medical Assistance
_Temporary Assistance for Needy . Welfare to Work
Famiies (TANE)

| W.2 Welfare Initiative -

Economic Support Unit: County unit responsible for fiscal resources in the county.

i4

Definition From hitp// www.dhfs.-state.wi.us!aboutdhfsfﬁiennialReportQ?99
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FC . Family Care: A voluntary long-term care managed care program. The State
contracts with Care Management_-()rganizatians {CMOs) that provide or arrange for
services in the Family Care benefit. Fach CMO develops a provider network to
provide services to Family Care recipients who live in their own homes, nursing

- facilities, orother group living situations. Family Care will foster recipients’
.. independence and quality of life, while recognizing the need for support to remain
idependent. T R

FDD N ' EF_é!_é'ii.i_ty'fm{_tl'zﬁe Dé#g!'i}pm.eﬂtailny.Disai)led: Atype ;anuféing home primarily for

.d_gye}ﬁpmentaiiy'.disabl_;:d persons..State centers for developmentally disabled persons
- are FDDs. Licensed under.ch. HFS 134 mules.”s

FFES F unctioﬁa.l and Finaneial Eligibility Screen: A tool dé\}éidpéﬁ by DHFS and used

- by trained Resource Center staff to determine functional and financial eli gibility for
Fami}y Care, . RN L o
HCBS .. . 'Hgmféf_é:t_iiq_i_;_Com_m-gnityiﬂas_ed_: Séfﬁées: Alternatives to nursing home care that.

-~ provide services to people living in the community. With: further developments in

- - community supports and technological advances, there is'an increased opportunity
_ for individuals at many levels of disability to be effectively served in the community.

HIPAA Health Insurance Portability and Accountability Act of 1996: The act offers .
- improved portability and continuity of health insurance coverage and regulations to

guarantee patients ri ghts and protections against the misuse or disclosure of their
health records, including regulations for electronic health information.

I&aA Information and Assistance: Service provided by the Resource Centers using a
telephone number that is toll-free to all callers:in .i_i_sg_servjceEareg._lnfonnaticn o
o provided is related fo aging, .phys_j_c_éa'_l_':an_ci_i_df:_v_ek}pmental_ disabilities; chronic illness
oo and longsterm care, inchiding referrals fo.and assistance in ‘accessin g services,
IADL Instrumental Activities of Daily Living: Refers to tasks required to maintain an
independent household.. A_ctivitie_s_:;incl_u_de_such"tas_ks as meal preparation, H ght

housework, using the telephone, arranging and using transportation and the ability to
be functional at a job site.

ICEF . . -I-htéifme&iaté -Cafe F.ééiiity: A fe'&eral Téfde XIX term for Medical Assistance
reimbursement purposes to a lower level of nursing care than that provided in a
skilled nursing facility {SNF), . o

ICF-MR Intermediate Care }?_acil-ities._fer-Indiyidlr_a-Is with Mental Retardation: An ICF
serving only or mainly mentally retarded residents providing active treatment for
residents, and certified under 42 Code of Federal Regulations (CFR) 435 and 442. In

Wisconsin, these are called facilities for the developmentally disabled {(FDDs).

1sp | 'Ih.dividual Sefvice Piéli: A fafan é.f.ca:re éeveioped by the CMO and the Family Care
member. It is based on a comprehensive assessment of the individual and reflects the
individual’s values and preferences for care.

5 HFS 134 - DHFS administrative rules for facilities for the developmentally disabled (FDDs)
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IT

LAB

1.OC
LTC

MA Card
MA

MOU
MCO

MCP

MR/DD

Information Technology: IT refers to information and businesses regarding
computers, software, telecommunications products and services, as well as, Intemnet
and online services.

Legislative Audit Bureau: A non-partisan legislative service agency created to
assist the Legislature in maintaining effective oversight of state operations. The
Bureau conducts objective audits and evaluations of state agency operations to ensure
financial transactions have been made in a legal and proper manner and to determine
whether programs are administered effoctively, efficiently, and in accordance with
the policies of the Legislature and the Gévernor. The L.AB is the agency
administering the contract to The Lewin Group for the independent evaluation of
Family Care.'® :

Level of Care: The level at which an individual screens functionally eligible for
Family Care, either comprehensive 0f intermediate.

Long=Term Care: A range of services that addresses the health, personal care, and
social needs of individuals who lack somne capacity for self-care. Services may be
continuous or intermittent but are delivered for sustained periods to individuals who
have a-demonstrated need, usually measured by some index of functional incapacity.

Medical Assistance Card: Card provided by Wisconsin Medicaid and covers a
broad range of health care services, including home health and nursing facility care

“as well as the Personal Care option.

Medical Assistance: Wisconsin's term for the Medicaid (Title XIX) program which
pays for necessary health care services for persons whose financial resources are not

adequate to provide for their health careneeds.

'-Meﬁab'randﬁm of '”Unﬂéfﬁaﬁdiﬁéi Document cie'é'riy defining respective

responsibilities of multiple entities.

Managed Care Organization: Any system that manages healthcare delivery to
control costs. =7 ' o

Member-Centered Plan: The plan developed by the CMO staff and the Family Care
member which outlines the member’s preferences and personal outcomes. The plan
should inform the Individualized Service Plan (ISP) which records services and
supports needed in order to meet the Family Care member’s outcomes.

Mentally Retarded/Developmentally Disabled
Mentally Retarded: Individual with subnormal intellectual functioning which
originates during the developmental period and is associated with impairment of one

or more of the following: (1) mataration, (2) learning, (3} social adjustment.

Developmentally Disabled: Disorder in which there is a delay in develop-ment
based on that expected for a given age level or stage of development. These

i6

Definition from htt;):/z’www}egis.staie.wi;usf!abngenchnfo.hnn
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impairments or disabilities originate before age 18, may be expected fo continue
Indefinitely, and constitute a substantial impairment.17

PAC Pre-Admission Ceﬁéﬁ_}taﬁhn; Conéult_ati_dns'_c_'iési;gﬁed.to mform individuals of

~ available long-term care options.and c'ouz_ise}thém_mgar;_ﬁng their options before

making permanent decisions on their LTC. It is also an opportunity to determine if
they are eligible for family care.

PD Physical Disability: A physical condition, including an anatomical loss or
musculoskeletal, neurological, respiratory or cardiovascular impairment that results
from injury, disease or congenital disorder and that significantly interferes with or

. Significantly limits at Jeast one major life activity of a person.

RAD Resource Allocation Decision method: DeVéloped as a tool for the care
. management team to determine how best to use resources and serves to identify
individual outcomes and derive cost-effective options to meet these outcomes.

RAP : .. . Resource Allocation Program: Under ch. 150, Wisconsin Statutes*, and ch. HSS
N 122 -st_consin'Adminisn*aﬁ\ﬁe Code, the program of adjusting caps on nursing home
and FDD beds, distributing newly available beds, and prior review of capital
expenditures of nursing homes and facilities. for the developmentally disabled
(FDDs). '® '

7 © On-line Medical Dictionary at http://www. graylab.ac.uk/omd/

Definition from http://www.legis.state wius/rsb/stats. html

i8
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RC

RCAC

SNF

WCA

WHCA

WAHSA

#326291

Resource Center: Entity offering a variety of services, including one-stop shopping
for older adults, people with disabilities, and their famly members for a wide range
of information and providers that are available in the local communities. The RCs
also provide counseling about long-term care options and eligibility determination for
the Family Care benefit and serve as a clearing-house of information designed to
assist service personnel working with populations in need of long-term care services.

Residential Care Apartment Complex: New name for Assisted Living Facility

' '(1_997' Wis'c_:_onsin Act 13 amended statutes to change official name 1o Residential
_Ca_r'e' Apartment Complex). - '

Request for Proposal: Document that solicits proposals from outside parties in a
competitive bidding process.

Registered Nurse: A graduate trained niurse who has been licensed by a state
authority after qualifying for registration. '

Skilled Nursing Facility: A federal Titles XVIII and XIX certification term and state

‘licensing term for long-term care facilities that provide care to residents who no

longer need the type of care and treatment provided in a hospital but do require some
nedical attention and continuous skilled nursing observation.

Wisconsin Coalition for Advocacy: An independent non-profit agency with
experience in consumer advocacy, especially around advocacy issues, to protect and
promote the interests of developmentally disabled persons and mentally ill persons.

Wisconsin Health Care Association: A non-profit organization representing 250
primarily for-profit nursing homes.

Wisconsin Association of Homes and Services for the Aging: A non-profit
organization with 190 not-for-profit members principally serving the elderly and
disabled, including nursing home facilities for the developmentally disabled,
community-based residential facilities, independent living facilities and community
service agencies.
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Direct
Services

Indirect Services

Nursing Home

Options
Counseling

Personal Care
Selective
Contracting

Supportive
“Home Care

Community
Aids

GLOSSARY

Services provided directly to people by agency staff rather than purchased by the
agency from an outside provider.

Services to people provided by DHFS through various public and private agencies
under confract.

A facility that provides 24 hour services including board and room to three or more
unrelated residents who because of their mental or physical condition require nursin Iy
care. Nursing homes are licensed by DHFS under ch. HFS 132 rules (Health and
Family Services).

RCs offer consultation and advice about the options available to meet an individual’s
long-term care needs. This consultation will include discussion of the factors to
consider when making long-term care decisions. Resource centers will offer pre-
admission consultation to all individuals with long-term care needs entering nursing
facilities, community-based residential facilities, adult family homes and residential
tare apartment complexes to provide objective information about the cost-effective
options available to them. This service is also avatlable to other people with long-
term care needs who request it.”

Refers to assistance with activities of daily living such as eating, dressing, bathing
and walking.

The process by which CMOs will begin 1o include quality requirements as part of the
contracts process with providers.

Care provided to elderly and disabled persons residing in their own homes; consists
of assistance with daily living needs, including household care and personal care,

Community Aids provides core funding to counties for basic community services to
people with developmental and other disabilities and other needs. When the
Community Aids System was established in 1974, the state used a combination of
state and federal dollars to provide approximately 90% of the fundin g for county-run
human services. Counties had to provide a “match”™ of approximately 10% in order to
capture funding. Over time, the amounts contributed by some counties have grown
larger than 10%.

i Definition from Family Care web-site at http:/iwww.dhfs.state. wi.us/LTCare/Generalinfor RCs.htm
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